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This paper examines the hospital discharge decision 
making pro'cess for elderly patients, based on observations of the 
operations' of a long term care agency, the California Multipurpose 
Senior Services Project. The analysis Is divided Into-'four 
components; actors, f actors, processes, and strategy critique . The 
first Section discusses the major actors In the discharge and 
placement decision making process. I.e.; the treaters (physicians, 
nurses, soci)al workers, and discharge planners), the timekeepers 
(utilization reviewers and medical reviewers), and the supporters, 
(patient) family and friends, and outside agencies). Each actor's 
role and Impact bn the ddcision'making process is discussed. Next, 
three factors, treatment purpose, treatment cost, and" patient 
resource structure, which influence both length of placement and 
decision making behavior, are analyzed. The decision making process 
is examined in terms- of the relationship between these three .factors, 
and the behavior of the actors. Based on this interaction, a 
discharge and placement model is offered an,d Illustrated in a series 
of charts. Implications of the decision making process for 
community-based long term care agencies are discussed aad suggestions 
are of fered- to facilitate identification of hospitalised clients who 
will benefit from placement in d long term care facility. A critique 
of the model, with an eye^ toward the realities of the social world 
and the medical actors, completes the papeif. (bl) 
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When Do You Go Home: Hospital Discharge, and^ Placemen : 
DecisMqfns for the Elderly and Implications for Commun-^'.y 
Based Long-Term Care Agencies 

Hospital discharge and placement decisions in the Urn" t^id- States 

are billion dollar decisions^ ^ yet » knowledge about the processes 

2 3 - 45 

leading up to such" decisions Is fragmentary * or prescri ::ti ve ' 

about^how the process should work» e .g* discharge p1anni-na» not 

about the problem of who makas the decisions^ under what c:iditions» 

how» and why. 

.This study was undertaken to gain -a better understate* ig of 
discharge and placement decisions to suggest ways that corrriunity- 
based long-term cane agencies, serving the elderly,' ma^ intervene 
to shorten lengths of stay, ensure 'appropriate placements, and 
affect the consumption of hea-lth care dollars. " The study :s based 
on the authors' observations about the decision maki ng^ pjrxjciss and 
the operations of one long-term care ajgency^ the/ (JaViforni Multi* 
purpose Senior Services Project, * \ 

: ' ' 

Elders' hospitalizations represent a spec-ial situation sinc-s 
age acts as an independent-variable. Age affects the^probabi 1 i t^^ 
of admission, the hospital experience Itself* and the'^averj.ge length 
of stay (ALOS)/ As a resident physician in a large teach'' iq ^lOspita 
told uSj ''You can always fvnd something wrong*with ^rv^old oerson and 
the longer you have them in the hospital, ^he mpe y,ou iiri<i wrong/' 
In dddition* the elderly suffer mor^ untoward reactiqns a£ a result 
of hospitalization than do other age groups.. > . - 



When Do You Go Home 

This analysis of discharge and placement decision-making is divided 
into four components. First, we identify the social actors involved, 
highlighting the primacy of the physician; second, the factors affect* 
ing the length of stay and placement are described through the use of 
three dimensional figures; third, wff constr.ucft a mode o< intervention 
in^the discharge and placement decision making process; and, f-inally, 
we offer a sel f*cri tique of our strategy given the realities of the 
Social world. 

Dynamics of the Discharge ai\d Placement Decision Making Process; 
Actors* Factors and Processes. ^ 

Actors 

' Ik A * 

Our observations lead us to believe there are three types of 

_ * 

actors in the discharge an^ placement decisloi* making process. Tr.ey 

are 'treaters'* , "timekeepers" and "supportei^s". Figure I deoicts the^ 

constellation of these groups and what follows are descriptions of 

I 

their roles, ^ , ^ 

Treaters ' . , - ^ 

Physicians . ^ 
DiSQhar^e and placement decisions, contrary >to democratic grouc 
process models, are always :nade by ^physicians with varying amounts of 
input ^rom others. These decisions are almost always made during 
''ounds 5f one sort or another when ahysiciaris spend a few Tiinutas oer 
3at:ent. Physicians as primary treaters are not unlike ^bile comPute*^^ 



Figure ,1 



t^filNCIPAL A'CfORS IN TME 
HOSPITAL DISCHAHGE AND PLACIEMEnY 
DECISION MAKING i^ROCESS 



SUPPORTERS, , 

• Patient ' ^ 

• FamiLy and Friends 

• Outside Ag^ncie| 



TiMEf<EEPERS 

• Utilization Reviewers 
Medi-CarHeviewers 



TREATERS 



Phystcians 
Nurses 

Social' Wcrj^ers . 
Ojsc^arge Planrijer 



V 
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j'n relation to other actors ""fn the disch^irge and placement decision 
making process. Potential information regarding a patient's physical, 
psychologicaV and- social statuses is input by "professional staff, ^th^ ; 
patient, and the patient's family, all acting as feeders and" deci si'ons 
are^ physi cian outputs. ^ ' ^ ' 

Although the decision per se^ is made by the physician, the timing . 

*** 

of the execution of that decision is negotiable. These negotiations 
arfe betwe.eh the sociaV^actors involvejl' in the discfiarge and placement 
decisio;is who hav^e ^^^>fferent power bases and tpro/essional orientations, 
diff^r^nt timing real iti es , .di f fere/t definitions of what constitutes 
positive outcome and the best means to that^end. The'^ctoal inter- 

'actions that make up these negotiations are described as we discuss the 

Yoles of the different actors. ^ \ ^ 

^ Physicians' goals in discharge and pJacement decisions are to pro-" 

vidje the best patient^care which, moretoften than not, means to^avoid 

the ^^rst possible outcome. However,, negative iOutcomes are conceptual- 

ized from the physician ' s point of vie;^/. Anything that impinges on ^.th$ 

physician's professional experience or flow of ' production begins to > " 

, V . ' - ' ^ ^ j ^ 

consume the iiost valuable tff assets - time. The old adage that 'time is 

■jKDney is particularly true 'or physicians since t.heir ^orkload^^end 

to oe large. For example, one. study indicated that office based phys:ciajis 

9 

average between 142 and 225 office visits a wee'k. . Any discharge or 

^ " ,j , ■ 

Dlacement that is perceived as havin<§ the potential o^- costing time is 

Drecefved.as being expensiva- for 'the physician* ^ - ■ 
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A physician^s :endency to value' ttme^ further reinforced by fee- 
for-service reim,bu^^:ements » has the effect of not 'i nvestt ng nbn-bilt- 
^able time, or time^ ^ot related to direct, patient care» in meetings with* 
social wOrkerSt di x~harge planners oc otHer Activities which- bring no, 
clinical experience or financial return. In :teach^ng hospitals, with 
salaried interns ar* resideats, our observations lead us to beVieve 
that the or-ientatv;'^^ toward time i s to maximize the ^cquisi tion- of 
clinical medical k-^:wledge and experiences tempered by workloads. 

Another physi\.;an value relevant to underst^nding'the decision 

process concerns a"j:onomy and the degree tp which physicians share^ 

their;- traditional power with other staff. That is^ physicians who ' 

view themselves ;^s autonomous "Captains of the Ship" (and according-to 

hospital staff i ntc-'^vi ewed t most see themselves this way) and perceive 

hospital social wor ers and <tischarge planners as instruments to 'caVry . 

out their orders te^d not to in*olve'other staff in discharge decisions 

until \he"^last mome'^t, if at all. '*Ship Captains'' do not choosje to ^ 

involve staff %^t\z^ they see themselves entirely responsible foji^ the ' 

patient and Some stiff attribute, this att+tude to a perceived potential 

■) , *' ■ 

loss of ^power.-/ ^ 

This^ last minute^ informing of staff of the discharge decision, 

\ . ' . C - ^' ^ . ^ 

almost always inade solely by the ohysician while on rounds and based 

on j'jst nedical criteria > may have sevaral negative effects on^the dis- 

10 ' ^ ' ' 

charge date and placeTnent* If sociai workers and discharge planners 

*\ ■ ^ , 

-can buy fndre time^ by either appealing to thfe ptiysician or to utilization 
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review staff or Medl^Cal (Medicaid in California) reviewers or appli- 

cation of sojfie stalling ta?tics» the discharge date will be deUyed 

3,s, thev align the appropriate community resources fpr after care. If 

they are successful, the^patieat ha^s a higher^ hospital bill than if 

^the physician had a partfcipatory attitude toward power and had taken^ 

the^time-to ask them early gnt ''What can we do^'*, thereby faci^^tating 

;'a ^timely disch\rge. Given our* observations that social workers and 

discharge, planners always ,^opt for a pattent*s return to home whenever 

humanly >possible/.the .^tery- fact that *a social service worker. has 

part ici parted in a| discharge and placement decision can increase the 

prol^abilities .of |f*eturjiihg home . ^ 

,!n regard to', placement decisions - discharge to ^home or to a 

skilled nursing facility (SNF) * the predominant physician strategy 

* 

is to. avoid the worst possible outcome and minimize ti^e consumed. 
For. example, - i f the phj^ician^ is faced with the decision to place a . 
patient in a SNF ojp^discharge to home^i^the physican.has to consider ^ 
what will happen if^.the patient ^urns for the worst or recovers without 
a problsffi andj^ for a fee-f(ir*s,ervice physician^, what. these outcomes 
willT.Tiean in terms of time, e.g., cal i s ^t /li ah t if a ^ome :;'lacement^ 
turns fo^ the worse , •'For salaried "physicians, outcomes a^re detelniTned 
by th^ placement path of l-east resistance. 

For example, for "Varied interns and residents, in Targe* teaching 
hospitals, t.ne strategy is to ^'treat aind turf'". Tnat ^s . \physicTans- 
ia-Lra*ning prefer to iia'ximize the variety, of cl i nical exoeriences and 
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not invest time d neCessaCy concomitant of after care plans. As one 

hospita-l staflF person told us, "Patients are dUchaVqed to the, curb," 

Further reinforcing this strategy whic*h rttn^mizes time spent per 

pa^tient is stereotyped thinking that tends to institutionalize aged 

' ^ ' 11 

patients almost 'automatically. For example * physicians told us that - 
they bad developed several heuristics, or rules of thumb, when treating 
elderly patients -in the hospital. One physician matter-of-factly ,tpld 
us. that if an elderly patient is in the hospital for a week, he-always^ 
places %he patient j'n a SNF since, "They all go senile after being ^^ 
in for a'week". Another told us that if the elderly patiertt com^ 
from a SNF,^he alway5 discharges jback to the SNF, . 

' The exception to'the SNF placement bias, for both salaried and 
fee-for*service pbysicians, occurs if there 1s aggressive action on ^ 
'the part of-the patient or significant others opposed to the decision-. 
Opposition here, is a^aln time consuming so the physician teiices the 
, placement path o'fjeast re^istanc^ 

The physician'5 ,prqfess.iorral orientation will also affect the 
discharge and placement decisions. At tj^risk of-ovefrsiiji^^ i fy1 ng 
Che existent literature about. the" fnedica) *E^o/ession, we Jwide tne * 
orientation of the physician into ^'scientists" and ^hea^firs;^ The 
Tia'ln flffer$nce is that the "scientist" Is ^iseasej organ, or knowleoge 
focused while the "hea?^etf" is*5ocus*ed on the'Sotal * person , An axampie 



how these different orientations may affect aischaroe Is "tfi^^decisi 



on 
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to order a test thaft is marginal and expensive in a particular case 
and is painful to the. patient, e.g-. a bone marrow test. In these 
■marginal situations, the scientist will tend to order the test, 
thereby extending the length. of stay, whereas the healer will, not. 
Nurses ^ ^ ' ^ , 

For nurses as secondary, treaters , time takes on anather dimension. 
Time is perceived in relation to rtumbers and kindsiteMrtas>-^to be 
accomplished vis-arvis the patient. . Nurses, as paHrof the professional 

liae of authority within hospit|ls, as opposed to the administrative 

12 ' 

I^Hne, participate to -the degree permitted by tfie physician,' but ' 

they are major sources of information. Overall, nurses are' the sym* 

pathetic voice and principle interpreter of the patient. The degree 

to-wh1ch they sare their information with discharge planners and 

spcia.l work;erSj who the nurses sometimes perceive as part of the' 

■ * 

administration structure and therefore by definition as non-profession- 

als,' is more a function of persor\ality and* the total working ambiance 

of the hospital, It should be noted, however* that'salaried nursing 

staff do not havi^ incentives -to shorten lengths of stay,, since, in the 

long run, shorter lengths of stay will mean heavie^r workloa'is jgiven . 

13 14 

hospitals' propensity, to fill emoty beds ' - and th^ rela*iive intensit 
of services supplied dur/ng the first few days of admission. 

Social Viorkers and Discharge Planners * ' * " 

for social workers and di^scharge planners -as tertiary "reaters, 
tim&-^takes on the reality of the so<:ial world comDOunded by "he tendency 



\ 
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,to be the last to know among the principal actors about decisions. 

For social workers as patient advocates an<l discharge planners seek- 

in^fl|^^ placeme/it the' task 15 Xo negotiate interfaces amorfg and 

betwe^^Btient^ T*ecovery time:C"They kept him on three days of bed 

rest to get him stable rand rrbw he cannot wallc.")'; physic'ian^s turn * 

raround^ time : ("The docs are thinki ng ^abojut doing a G.I. work-up but. 

the debate ^was"" tabl ed at rounds this mornin^g, '*) ; insurance and Medi-Cal 

reviewer time: ("The patie^nt is an i lle'gaV al ien with no' insurance and 

the county*SNF won*t tSk^ him. fami ly and 'fri ends ' time "His only 

son^has. not returned any of my calls for a week and his nephew is a 

chronic alcoholic.'*) and the b^usiness hours and lead times of community 

agencies and facilities: {"Today is Friday of a three-day weekend 

and the SNF wants to make sure hi^ Skin is clear and a $1,700, check 

clears thg bank on Tuesday before 'they admi% hin - maybe,") 

In Hg+it'of these structural and interactional constraints, social 

" worker^, and^ di scharge planners are :nore often than not reduced to the 

;:ask of selecting a SITf rather than exploring al tenna t'l^es , or, arrangifi'g" 

*-*^or transportation to v^ocial vacuum, that is, discharging without being 

able to take the*social context into consideration. ^ ^ '^'^ 

Ti-nekeeDers , • ^ ^ 

. UtiM zation ^Revigw and Med>"Ca1 reviewers ^ ■ 

ror uti Ti Z5tion revjei^staff [as part of the Profess'iona * Standard 



r 



M 



?ev1ew OrgaMzatlon, ?SROJ|frd Medi-Cal reviewers, inpividual's charged 
/iit'n the business of^mekee>)ing in hospitals, tirne is also^ Tdluabla 
resource. ^eV:ewers^re essentially guardians tj^e rubMc pyrs^', dnd 
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again/as time is money, the tbolS of their :^ade are^ the clock and the 

calendar. Arnied>ith the mandate of legislated^ regulations in one hand 

and average length of stay (ALOS) refer^nde '.exts in the other, 

the utilization review examiner and Medi-Cal r^eviewer act as prompters 

in the discharge-decisio^i making process- T;at is, they stand at stage 

left in the drama of hospitalization arxi ijem^rd actors that the line is 

to get patients' out of the hospitaV. * *^ 

. </ 

Our observations have been that many re'.,r6^^erl are cue ^g^vers .in 

m 

the literal s^nse in that they inform or rem^ id physicians of the word^ 
or phrases ^(documentation} that must be writt^^n in patient charts 
order to legitimize an appropriate longer thdo average length of stay.. 
Re'garding documentation, a PSRO reviewer in a rural county hosRitaT 
remarked that ^'Doctors are cooperative here, i)ut dense, forgetful ajid ' 
lazy about documentation. They also resent -'-^ds and females telling ^ 



them what to do/' ' ^ ^ 

A utilization reviewer, an employee of ;ne hospital and ns ider" , 
is . usually a nurse and she may have an office iq. the ^ hospital g^r ci rculate 
among several. Her reviewer role ^ not wel ; received by others -in ' ^ 

nd her relative' / ^ow status often places 
her in an off^e cubbyhole somewhere, in the usement of ' the hospital. 
M€ observed several offices located in remodeled janitor's closets, n-ext 
to freight elevators^ in tunnels connecting other buildings and in t^mp- 
Orarv trailers oU^tside the f^ain hospital. We also noted that hospital 
administration frequently grouped utilization reviewers, disCiarqe planners 
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and social workers 1n thes« same cubbyhole offices. Usujally women 
and nurses, we soon nicknamed SMili 'groups as the Three Graces. 

The utilization reviewer's "outside" counterpart 'is the Medi-Cal 
Reviewer whose role and status, are comparatively similar. Like the 
utilization reviewer, the Medl-Cal reviewer is usually a nurse and 
makes xhe rounds to assi gnecT hospital s On a -dal ly basi s , She checks . 
patients* charts for length of stay and acute condition compliance, 
and either allows more time or decertifies the patient. The Medl-Cal 
reviewer, l^e the u-tilization reviewer, does her rounds with»a^ 
face-to-chart check as opposed to a face-to,- face chec1< on patients. ^ 
Given the difficulty and guilt implications associaTed with a close 
decertification judgement call, It Is prob'Sbly better fbr the emotional', 
health of reviewers not to see the humari costs of some regulations' be- 
ing strictly enforced- ' . " 

-"v 

Strict enforgement antf the intensity of enforcement of Medi-Cal 
regulations varies by ct^munlty and hosRital type: Our findings 1n^ ^ 
dicate that a hospital's financ-ial status is the best predictor of 
vulnerability to reviewers sanctions. Where lost revenue has been 
keenly felt in a budget, a reviewer's presence'can have a^ significant 
impact on ^^ischarge decisions. 

In some communities, ttrict 1nterpre*#t1on^ and Intensity of 
enforcement df Me3i-Cal regulations have created adversary relationships 
in an atmosphere of hostility. Hospital staff's comments directed toward 
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Medi-Cal reviewers range from: >Sjt)e * s just doing her^job'* to "I xan 

tai^e care of them with one line in the chart'' to '*rd like to jl^ap^ ■ 

catheter on her!" Social workers and discharge pUnners argue that a 

patient's social context i^never tajfen into consideration by reviewer^ 

and the patient is rendered decertified as soon as he/she is no longer 

acute. ' ^ ■ ^ 

kind of cat and mouse game has emerged .between Medi-Cal reviewers 

and other discharge decision staff. Because length of certified stay^^ 

is linked to the'pat^ent's being in an acute status, the cat and mouse 

game consists of creating an acute status to buy convalescence or ♦ 

placement time as per the realities of the social context. The^atient 

is, as one sxscial worker told us-, "Dead until discffarged'V 

Gameboards fo*' .these creative notations are medical records or 

charts. This is significant as the chart is a legal document and the 

formal written Communication link between the actors and^it is the( ^ 

chi^ef source of information for reviewers. Fabian tactics in the craft ^ 

of social work' must ^necessari ly involve some negotiations with physicians 

for written orders and one physician summed up the practice as a ''necessary 

eyii'^ However, orders may r\ot always be necessary. One director of 

social servic^es in a mammoth county hospital boasted that. "*! nave sharpie 

workers here who can lose oatients fSf days - a week - in this place/' 

4n tjtiiizatlon reviewer in a rural private fiospital ^ith^the dual role 

of disc^iarge ^jlanner explained that as a hospital emoloyee rier task is^ 

» * ■ 

-4 

to -oT.ow the guidelines of the reguU.tions,- pro^sct the hosoita'. - "fix 
* ■ ■ ^ ■ ' 

15 



up the chart'\ * and do discharge planning - all at the same time, 
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asked how she as discharge planner buys time for herself as revieWer 
she responded, "More Heparin-lock I.V.'s are started that-way - to keep 
Medi-Cal off our backs," |^ 



Other tactics, as told to us by other staff 1n other hospital-s 



include: 

- ^'Ordering a psychiatric consult,"' ^ 
' "Ordering a neurological consult,'' 

- "Ordering five days o?" physical therapy and calling it progressive 

ambulation." ^ ' 

- "Discovering^ a deeubitis'* (''Chart reddening on the buttocks and 

no SI*F will touch them"), ' " , 

- "Charting art elevated temperature;" ^ 

- '^Charting th5t electrolites are down," ("If you don't encourage 

1 ' 

f4»uids to a confused aged patieat^v/ho can't get out af bed, you 
Can mess up thg el ectrol i tes ,i n a ^ay and a half/'} 

- "Keeping a d^ain in a decubitis for^&nother day or two.'* 

- "Charting: OK, Progressing Satisfactorily, not ready for discharge 
' ("Better still, charting: just 'OK' and the first initial of /our 

last name. ") . 

^ : \. ' 

- -"Cha^rting bacteria traces in stool or urine," r 

>!ed:-CaT raviewers aware of acuteness ploys, of tourse, and are 
^bliasd to ^'orce the IsSuie. '/Jhen this happens, it Is- the patient who gets 
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caught in the middle. ?<fr example, an elderly bag lady living in a 

church pew was admitted to an urban cUy and county hospital for swel- 

^ ■ 
ling of the lower extremities. Following bed rest and an improved 

diet, she returned to stable condition. The Medi*Cal reviewer then 

dfecerti fied her as no longer acute whi le ^he soci al worken wa$ stil 1 

searching for a home. The bag lady was discharged an.d admitted a. few , 

* \* - ■ 

days later^with ^severe swelling of the lower extremities, all according 

- to the rules . 

Supporters ^ ^ ^ ^ 

Patient^ 

The patient i^his/her own most critical supporter. Sources of 
patient self-support are: willingness to accept or relinquish the 
sick role; financial status and insurance coverage; and physical func- 
tioning ability. More independent individual 3 , -both emotionally and 
financially, tend to have shorter lengtf) of stay and return home. The 
^physical side^cf the patient component of the resource structure refers 
to an' individuaTs functional abilities.' Hospital'staff have indicated 

4 * ^ 

to us four functioning red flags when orgarnizing discharge and placement 
olans; ambulati^Dn, continence* mental status, and the presence of 
decuot:;. This later characteristic renders an appropriate SMF place- 
ment problematic. SMF administrators are reluctant to accept oat'ients^ 
with decutitus fearing that 'licensing inspectors will observe them'and 
rr^ay levy a fine or warning attributing the decutiti to li^k of care'at 
the Slip. any one or Tjore of these abilities are rendered proolematiCi 

.17 - . 
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so is discharge and placement. Similar functional disabilities rer^dtr- 

20 

ing discharge and placement problematic have been reported elsewhere. 
Family and Friands 

Family.and friends as supporters make up what is referT^ed 'to as 
the i^iformal support system. This component is not simply a dichotorcus 
varjable-'patient does or does not have--but» when present, family ar:: 
friends* capability and willingness to assist the patient must be con- 
sidered. Informal support then, is a negotiated netwdrk that changes 
over ti^ue and its natui?e can either speed up or slow down a-dischargt; 
or a placement depending on "the geographical and relational mesh. T^- 
only time a hel pi nq well meshed^ informal network can slow ^down a dis- 
charge is when it objects to the choice o^^ a^ particular SNF, either • 
because of its geographical location or because of ethnic considerations 



e.g.» staff must speak Armenian. 

Oirtsi de Agenci es - ^ ' ' 

Traditional formal 'service agencies, e.g., welfare departments, 
are jsually functioning in a bureaucratic time fnode and this 'has pote^* 
tials for a slow motion time war^p from the point of view of hospital 
SuaTf> Service agency perstjnne^ respond that/they are always the lap 
to know and that hospi^'tal staff never give them enough time. Ej^en 
given this and a dependency on the good will of family and friends, a ' 
helping informal/^rmal supoort system will usually meen a shorter than 
average leVigth of stay and a placement to hom^. J 



18 



When Do You' Go Home 
' ' ^ ^ ^ Page 16 

5ahuna ry De$crfi)tion of Actors < 

Actors involved in discharge and placement decisions, with d1f- ^ 

ferent power bases and professional orientations, different timing 

realities, different professional values, different definitions of 

what constitutes a positive outcome and the best means to that end, 

21 

constitute a strained coalition operating within an institutional 

context. They do not behave as a "team" working toward a common 

goal exhibiting solidarity in their behaviors. Description of the dis- 

"charge planning '*team'* or of the aci^te care "team" are generally 

misleading and do not permit a greater understanding and appreciation 

of the individual preferences, complexities, an'd tensions involved* 

One discharge planner described to us the relationship^between physicians, 

nurses, reviewers, social workers and discharge^planners as "open 

warfare," We fcjund this to be true more often than what the extant^ 

clinical ifteratur^ would lead. us to expect. 



Factors 

' Actors in discharge and placement decisions are constrained not 
only by interactions witTh other actors but also tjy structural factors 

r 

that provide the framework for their behaviors. Three 'factorsyv^e ob-f 
served to influence length of stay and placement as-signment aft^r dis- 
charge, and behavior are: 

\ 1. freatment purpose;' 

Z, Cost tq the hosDilral; and. 
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3* Resource structure. . * ■ 

These factors can be conceptualized as contfnua ranging from low to * 

high and Figur4 2 is a depletion of these factors. As we show, if, a/ 

patient can be placed on tbis continua we can pTidict whether th6 

* ■ * 

length of stay will be shorteror longer th^n average and whether the \ 



placement will be to home, or to a SNF, To understand how this model 

^ t 



works we first define the three factors. 

Treatment PurjJose 

By treatment purpose we mean the intended outcome desired by the 
hospital admission. This outcome may be conceptualized as an end 
toward which all medical interventions are directed - although some 
medical procedures carried out during the course of hospitalization can 
become ends in themselves > e.g,^ learning purposes. Treatment purposes 
range from low complexity^ e.^ cataract surgery, to highly complex 
and multiple, e,g. hip replacement, and seem to be thq dominant factor * 
which influences length of stay. 

Cost to the Hospital 

Cost to the hospital 'means costs associated with treatment purposes 
that hospitals have to absorb,* In, cases "of Medicare and Mirfi-Cal 
patients, incurred costs most frequently occur when Medicare utilization 
review or Medi-Cal reviewers deny continued acute care coverage. Tile 
reasoning behind Medi-Cal and Medicare cost reduct\<^n^^^^^ focuses 
■on operationally defining medically necessary admissions and operationally 
defining acute Tiedic^l condition. Certified l&ngth of stay in days is 
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linked to average acute days^ of a particular conditkfon, ^Non-^cute ^ , 
equaj denied d^jdje which equal lost revenues which equal* hi g)^ cost 
to the hospiiftal . " . ^ 

^ Resource Structure. ^ - % ' 

.Components of resource structure have le^s -i.nfluence orf length of 
stay per se but tend to dominate placement assignment decisions. The 
four components of^ resource structure are-, ^ ^ . 

1 . Patient : = ^ 
^ 2. Family and friends; " ' \ 

3. En>/fti^onment^;^" and, ^ ' 

. . • ■ ^ ■• 

4 , Hospital type . ^' k 

^The patients' willingness to accept or reject the ^sick role; finan- • 
cial status^ and, physical functioning abi li ty fican be. viewed is resources. 
More aggressi ve Tarticul ate and questioning patients (afn independent ^el f 

concept) will not only have a shorten length of stay £.if they want out) 

* ^ - * 

/i>iit also are mor^ likely to avoid'^.placement in a skilled nursing facility. 
An independent attitude appears to. help keep a patient in control of the 
total i nsti-tution'worl d of hospital. As mentioned ;^hove, more iridepeQ- 
dent individuals emotionally, f^inancially and physically, tend-^to nave 
Shorter lerigth of stay'and return to home. ^ ^ 

As we pointed out, family and friends^ as supporter's make ap what is 
re^rred to as the informal support system and wjien^present , 1 i ng, .and 
^able, will facilitate a timely disx:narge to home..-. 

Environment encompasses net ortly physical characteristics of ,the 
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patient's resi dence^ and community^ but also services available for after , 

:Even a plethora of services are' in supply (both for tiome care 
and ski 1 led nursi ng) , considerati on must be given to quigstions of access > 
eligibility, reimburseinent policies^ perceived quaTity^ and the pattent^ 



and patient^s family willingness to accept. th§ servicers)., 

t\ " ^ ' ' _ 

Hospital type-and occupancy rates are frequently used chara^terisfitfs 

in multi-variate analyses of ^length of stay and have showfi that large 

non-prof i t\hosyi tals » particularly ^^^^ teach-ing hospitals^ tend to have 

l\ 14 23 .24 " ■ ' ^ ' 

longer lengths of stay. '-^'^ ^"--^ --Another ^pital characteristic 

which may affect discharge and placement decisions is*the kind of 'OTj^ide 

services, which the hospijial possesses. For example^ we speculate th3t - 

the;behav1or of staff and physicians of a hospYtal thiat operates^a SNF 

connected'to the hospital* by a tunnel would be different from/*tne hosoitai 

that owns^and opera^t^ a home^j/i^Uh dgency spec^anzing ir\ v,1sit;?n'g 

nurre services at home. 



According to where the patient is located on the three contirtua-of 
treatment purpose, resource stricture, and. cost to *he hospital the dis-f- 
charge /^111 occur Sooner or later than average ?nd 'placed in a STiF or a: 
hom§. For examole^ FiGure 3 depicts four iJossibi Titles Lising a three 
dimensional illu5.tration. Patient A represents a person with low treat- 
.Tient ourQOSe^ low-cost to the hosoitai, and '^Igh resource structure, !^ 
thi^ case, we oosiV that ,the ^4rson will have a shorter than average * 
length If stay (ALO^), Patient 3 is the sarne situation except that "Ke 
treatrr^eni purpose is^aiore comoiex^ re^jJltlnc in a longer than ALOS. 
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Because this person's resource, structure, is. relatively high, we predict 

that the placement woul((Jie tj^home.^ This is in contrast.to Patient C 

whose resource structure is low and whose placement would ,be to a SNF. 

Both pati ents.B and however > would have a longer than average length 
* 

of stay. Patient 0 represents the case of Vhe individual for whom the 
hospital has to absorb cost of patient xare . In this- case the patient 
would experience a shorter than average lengl!h o? stay7 

The parpose of these examples Is to show how a persorr can be 
located within the hospital discharge and placement decision .cube. - 
Implied in these examples is that there is a space within the model that 
represents th^ average >ength of stay. Figure 4 explicitly describes 
thi's area of average length o^ stay (ALQS) . The model posits that a . 
patient not located in this area will experience something other than 
average length of stavj either shorter or loager. Pa-tients located to 
the right of this area will experience loJ|*ger than average lengths of 
stay; patients Immediately above and bel^w this are^ will have shorter 
ihan average lengths of stay. The model beh^es this way since treat?nent 
puroGse dominates length of stay arid r*esoui^ce structure and cost to 
hospital will ofily shorten an already short length of stay." 

Just as thereMs a space encompassing^ the average length of stay, ■ 
there 1s a space specific to SflF placements. Figure 5 illustrates tnis 
^area. SNF placements are associated wit^i "onge^ tJian average lengths of 
■zay (therefore It is on the rignt half;>and low resource structure. ^ "hi 
area extends from low to^high cost :o the *^osp1tai_ since the placement 
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could occur no matter where the person was located on^ thi s ^axis , The 
dominant factor for SNF placement is'resource structure. Figure 6 
represents the complete model. 
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Figure 6 
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SUMMARY 



Factors that dominate the discharge and placement .decision are: 
treatment purpose* cost to the hospital, and resource structure. ^ Each ^ 
of these form axes or continua which run from high to low. ^Treaters, 
timekeepers, and supporters are social actors that personify the three 
axes or contiirua of the discharge and placement cube. 

At hospital admission, the collective statuses of an individual 
"pfatient will place him/her at some point along the continuum of each ^ 
axis. Decisions of treaters* timekeepers > and supporters afso move 
patients along the axes^ that they affect according to their own goals 
(treating, timkeeping, or supporting). Physicians and patients are * 
the only actors whose role significantly affects all. three axe^s . 

The preceding discussion of discharge decision making describes 
the -way the process works now. The vast majority of decisions are not 
negotiated nor need to be but are potentially negotiable. For those 
decisions that are n-egotiable^ the strategy of hospit^al staff is to 

feed in information to physicians that wi-11 influence a favorabl,e de- 

. ■ * 1/ 

cisicn that will abet thefr goals vis-a-vis the pa.tient and^their pro- 

fessional orientations. ' ' \ 

According to the three factors and the behavior of the actors; 

discharges will occur'sooner or later than average and patients placed 

in a SnF or returned home. The Hospital Discharge and Placement Decision 

Modei i-^jstrates how these factors interact to ?re<jict ALOS and SNF 
placements. This model wili^ explain and predict whether the "pi acement 

will De 10 home or to a SNF, ^ ■ ' > 
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Ifn pjications for Community Based Long-Term Care Agencies 
A new actor on the -scene in the world of the hosriital is the 
community biased long term care agerfcy X CBLTCA) . How it to parti* ^ 
cipate in» indeed influence the discharge. and placement decision o 
making process ? 

CBLTCA can influence treatment purpose by proviti ng information 
tophysicians about social contexts of patients. For exampre, strong 
doses o^antihistamines for an aged woman^s dfebilita: ng allergy w^^re 
made unnecessary after case managers learned that sh^e kept chickensi, 
informed the physician^ and helped^her remove the of^^nding birds. 

CBLTCA can reduce hospital costs by protecting against social 
admissions, facilitating minimum lengths of stay^ and providing the 
kind of after care that reduces readmissions. We ob erved in our 
case» that the agency is routinely called in by hosp::al social workers 
and <lischarge planrj^rs to contend with the most diffi-:tjlt discharge and 
placement problems. Given its relative funding flex; :jil i ty , we act as^ 
the common sens'ical actor in these ^ases when existen: Medicaid or, 
social services' regulations create bureaucratic obsTiCles to appropria 
'placements and aVter care. ^ 

: C3LTCA can act, ^in^lly,. in a very_real sense, 'ike a farir^g famiV 
and thus become the organizer of a helping supDort struct.urffl- . For 
example, case 4naoag$rs were instr-jme^ita^ in keeping DOth, an aged niother 
and daughter out of the hosoitai ^when the daughter became ill and ccijj.d 
not care for her extremely frail mother. 3oth ^omen were disabled, Mt 
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had worked out a kind of self care reciprocity, They also did not want 
*to be separated/- Arrangements were made, to care for the mother while 



the daughter recovered anrf a normal rou/ine returned in about one week, 
i ngestions 



( As 



As the descn" ption of the discharge and placement .decisfon^ making 
process indicates > physicians «re key actors and suggestions \o improve 
the efficacy of a community based serv.ice agency's intervention must be^' 
^imed primarily. at them. Given our description and current, reimburse- 
ment policies whiah have an institutional bias, this means qhanging 
decision premises whicMead to a conclusion that SNF placements are 
the only option and that "communi ty based service ^agencies can save ^ ^ 
physicians time as well as provide better patient care. Educational 
campaigns, preferrably lead by physicians "friendly" to the concept^ 
^should be directed toward showing physicians* through case histories, 
that SNF placements do not have to be automatic for elderly patients. 

These case hlstories-'Should emohasize how the agencies cah save physicians' 

i 

time by letting case management teams of 'social workers and nurses absorb 
time consuming telephone calls from families'and friends that may.also^ 
be emotionally draining. Information gathered b^;;^he case managers* 
particularly the nurses* could also complement the physiciaB^ ' ■ own re- 
cords. C3L7CA can save hospitals money by facil itating^a timely discnarge 
(fewer administrative and decertified days); assist social services 
by managing a proportion of the caseload; and increase physician time 
Dy caring for the troubled and *troubl esome patient.* 



32 



/ ' When Do You Go Home 

^ ^ Page 30 

^ These efforts should be repeated on a cyclical basis 1n order to 
impress or^y physicians that the concept Js credible 'and the agency's 
presence becomes part of physician's reality. 

Physician education* a long run strategy facing considerable 
historicaf* structural and interactional barr^iers to its^access* is 
^ stne qua non to constructing a system ^^^^ ^are for the 

elderly. However* while waiting for long run effects* short term* 
operationally oriented changes can be made toward identifying cli?fents 
and potential cHents. Underlying these suggestions* is the notion 
that individuals* when ,maliJji^o"Outi ne decisions* will only take into 



^Ifcount one or^two cues\to arrive a a decision and not comprehen- 
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sively review arid assess all stimuli- Therefore* these suggestions* 

Figure 7* take t^e form of a multi-level onslaugf^J^ of cues* each oye 

tailored to the d4-fferent, actors involved* that is* generating- the 

knowledge that this elder patient belongs to a'^caring community pro- 

gram with ways and means to provide support. At the local level* the 

key is a case fjnder* paid by the community agency* who visits hospit* 

a]s on a regular basis ahd who ^las authority to review admission records 

and place a notati-on on the patient's chart* perhaps a sticker simjlar 

to the allergy stickers coninionly used in hsopitals^ to alert the physi- 

cian that the elderly patient is connected to a community agency, Simi- 

lariy, nursing staff should also tse notified. Face-to-fa^e contact is 

chosen as th^ cue for social 'workers and discharge planners in order to 

personify the relationship. For the Medi-Cal reviewers an,d 'Jtilization 
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SUGGESTIONS/TO FACILITATE IDENTIFICATION 
OFyHOSPITAUZED CLIENTS 



y ACTOR 

1 Physician 
2. N'urse 

3 Social Worker 

4 Discharge 

5 lVledi*Cal and 
Utilization 
Reviewers 



CUE . 

Notation m on medical records 



Nojratroh in^on chart and logo m 
rgpm 

Fatee*to^face contact 



Face-to-face contact 
A^d Code 



i 

^ ^ MEANS 

Case finder iCF) from'comfnun^v ageQcy 
with aut^ioritv to make notes m on chart 

CF placing logo decal on chart and logo 
poster jn room 

CF vfsjting social service and attend 
patJent managerrient rounds 

Same means for discharge planners 

Change Medi-Cai numbers 
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Review staff, the aid code within the 14 digit Medi-Cal number could 
be changed to "99" to sign'al that this patient is special. These 
suggestions may mean changes in law* particularly to allow an "outsider" 
access "to the patient's charts but' wtt>iout them conmiunity agencies may 
remain peripheral to these billion dollar decisions. 

Cri ti que ^ ■ 

Problems related to the above suggestions, and inherent in*any 
attempt to link an ouside community agency and hospi-tal ^ may be identified 
in terms of the actors involved. 

Regarding physicians, we have "been informed (mostly by senior, 
teaching facultyiphysicians) that physicians do not and will not read any 
^ut their own notes in a patient's chart. Additionally, we were told 
^haT^a logo sticker on the front of a chart .or posted in a patient's 
room ^would stimulate very little curiosity on the part of the physician 
to find out what it meant* One candid teaching physician explained that 
^governmental regulatory attempts and staff persons that strive to involve 
themselves in decision making are oft^n viewed by physicians merely as 
''Tiore noise in the system". That i?, more background static in the 
Dhysician's customary procedure of making discharge and placement decisions. 
SSLTCA workers assisting a hospita^zed cltent with such, a^hysician in 
the current $ystem will likely be the ",..las^ of the last to know ^bout 
an admissi'on or discharge ^ right after the hospital social -workers.^* \ 
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Even if significant organizational cooperation 1s achieved between 
agencies and individual hospitals, the^re remains the Issue'of physician 
ideology, A proportion ote-^physicians have -gone on record as being 
ideologically opposed to publically funded social service fjrtjgrams in 
general and projects inv9lving health care in particular. Even approx- 
imate estimates as^ to the relative size of the percentage of physicians 
who have conservative ideologies have yet to be made. 



Regarding nurses, we have learned of particular difficulties in- 
volving attitude^ turf and turnover. First, generally speaking^ nurses 



have not" expressed strong feelings .one wSy or the other ^out lengjbh of 

stay. With few exceptions they do^not'care, and- the question does ''not 

arise* Nurses point- out that their attention is necessarily focused 

upon admissions, not ,di scharges » as^ this is when trie work load is heaviest, 

One nurse admitted that she preferred to work Fridays in Family Practice 

Service. because patients ar^ routinely discharged for the weekend and 

* 

there are few admissions* 

'Second»*5uestions of turf and "^patient/cVi ent responsibility for 
hospital and agency ilurses^mdst be negotiated on almost a'case by case 
basis - by hospital and community.^ The same situation of turf negotiation 
exists , for all members of hospital and agency professional staff irrcliiding 
social workers, reviewers and discharge planners. (At this early stage 
it appears that^agency nurses may hav^the b^st chances of fDrming nela^ ' 
tions with hospital steff.) . ^ ^ \^ \ 
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Finally, a recent phenomena of nurse shortages, high turnover 
rates, and 'a growing popularity of -work through the registry have con- 
tributed to personnel turnovers requiring increasing if not constant 
re-nggotiation of working relationships between hospital nurses and*-^ 
MSSP professional, staff . ^ 



Regarding hospital social workers, we noted that in several instances 

the pressures oT cognitive dissonance has forced hospital social workers 

27 



to buy into the medical model, sometimes creating ethical dilemmas 
Although MSSP does not suf^r the consequences of a denied day, their ^ 
responsibility does not end at the hospital curb either. Hospital curbs^ 
as lines of demarcation, create vexing problems for hospital and MSSP 
social^ervice workers alike.. When a patient ^is decertified, >rtTose 
problem is it? While MSSP may be scrambling around jeeicing a solution, 
the patient may be di scharged 'to the curb/ ( 
0Oi^charge planners as a group tend to be at a baccalaureate level 

or older female nurses operating with the scarcest of resources in a 

^( 

relatively low status position. Discharge planners argue that by defini- 
tion and administration directive Iheir responsibility stops at the- 
hospital door. At the same time they must make good placements - recalling 

that some discharge planners also, wear the ^at of utilization revieweVs 

P7 2S 

' thereby creating ethical cjilemm^ similar to the social worker. " * 
-Their hospital basjment social status is probably in aart responsible 
for an observed professional ^jealousy wh:ch oreceives that MSSP is cioing 
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a better job at after care with more money, time, and resources. It is 
understandable therefore when some MSSP staff report that discharge 
pyannei^s, at least initially, were not eager to cooperate. Cases of a 
hospital patient/MSSF* client being transferred to another hospital and 
then to a SNF wihtout informing , the MSSP staff^is also understandable 
given discharge planners workload and time pressures and are not uniqiTe 



to this Project. 
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Summary 

Uhose patient/client is he/she anyway? The problem of turf is a^ 
common thread running through this self-critique of suggested chan^^s^ 
Compounding terri torial " issues ,are the dynamics of the discharge and 
placement decision process which- flow around the dimensions of time a^d 
timing, the organizing themg that forms our analytic frantework of the 
interaction of factors and actors. Common sensical suggestions are 
rendered problematic in view of these interactional and structural ^ 
complexities. Time to resolve organi-zational and professional^bcundry 
questions will be needed as well as time to'work through procedural and 
process issues. A' goal of establishing a continuum of care for the elderr/ 
is certainly noble but withgut resolving some prosaic problems the ''con* 
tinuum" may become a bedlam of unirvtel 1 igi bl e unproductive activities and , 
the patient/*;! lent a victim. 
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